MISSOURI DIVISION OF HEAI.TH STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFAR

DO NOT WRITE
OMN THIS STUB

AMENDED

STATE FILE NUMBER

UU’

VS 300
Rev. 4/59

10925

mi%

DATE AMENDED

Registration District No. - __
T L]
1. PAACE OF Dt&ﬁ

a. COUNTY enry

8. STATE

Missouri

2. USUAL RESIDENCE (Where deceasad |llved.
&, COUNTY

I¥ institution: Residence before

Cass

admission)

k. C(IDII;Y {If outside corporare |imir, give TOWNSHIP only)
wwn Clinton

Lengih of stay in 1b

2

c. CITY
OR
TOWN

Creighton

Intide Limits
Yes [0 Ne

¢, FULL NAME OF (If NOT in hoapital, give location)

neonion Wetzel Hospital

Inside Limits

Yes L Ne[]

d. STREET
ADDRESS

(If outside, glve location)

6 mi west

Reside on Farm

YG:E No ]

3
4

USE BLACK INK
TYPEWRITER RIBBON

AMENDMENTS ON THIS "RECORD ARE AS FOLLOWS

{NSTEAD CF

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

INSTITUTION
3. KAME OF DECEASED
(Type or print)

First

CLARK WELLINGTON BONAR

Middle 4. DATE
OF

DEATH Octo

Month Day Year

sy 213

5. SEX 6. COLOR OR RACE

Male White

7. Married L MNever Married [
Widawed [

8. DATE OF BIRTH

2/5

Divorced [

9. AGE (lant birthday)

TF UNDER 1 -YERR | [FU

Month Days

R 24 HR
Hours I Min.

100. USUAL OCCUPATION {Giva kind of work done | 10b. KIND
during most of working lIfe, even if retired)

Farmer

OF BUSINESS OR INDUSTRY

Gunn City, Mo.

/93 70
. BIRTAPTACE (City and sists of couniry}

12, CITIZEN OF WHAT COUNTRY

USA

13a. FATHER'S NAME
James M. Bonar

T

13b. MOTHE|

Cassandra Rus
NO.

rm
MAIDEN NAME

sell

14. NAME OF HUSBAND OR WIFE

Bessie 1.

Bonar

15. WAS DECEASED EVER IN U.S. ARMED FORCES
{Yes, no, or Nknown) ] {1t yoa, plve war of datny o
8]

INFORMANT

L

Address

18. CAUSE OF DEATH (Enter enly one cause per line for (a),
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditions, if any,
which pave rise to
above cause (a},
stating the under-
lying cause last.

{b), and {c}.

Bessie 1.; Rnnar,

Creighto
AL

v EEN
QONSET AND DEATH
.

bue 10 v _Yra peccor O

- s

2

DUE TO (¢) MMM a#@&»

PART Il. OTHER SIGNIFICANT CONDITIONS]

ditease condition given in PART ( (a

CONTRIBUTING TO DEATH but no! related ta the rerminal

et lix gt~

PART 'Ili. T deceased Was female was
there & pregnancy in last 90 days.

ﬁ Yes l [J Neo l 3 Unknown

m;.ncca;m SUICIDE  HOMICI
O o

19, WAS AUJOPSY
PERF ED?
YES

DE b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of

20c. TIME OF Ear Monih, Dly, Year

MEDICAL CERTIFICATION

/o

,4£&u4g'd4afdbfukuf

nury in PART | or PART 1l of item 18.)
.

INJURY,
. INJURY QCCURRED, 200 PLACE OF INJURY
WHILE AT WORK

NOT WHILE AT WORK []

{e.., in or akdut home, | 201, CITY, TOWN, OR LOCATION UJ

COUNTY STATE

21, | attended the deceased from

Iar: factory, Lireat, ;glr.a bidp., etc.}
lo_i- Zlg_.’_as_md LT

L il
live on_&&Z‘_————

10 55 P'ﬂ on the date stated above, and to the beir of my knowledge, fram the causes stated.

Oasth occurred 4t

egres or title}

720. ADDRESS

yara

. [22c. DATE SIE&E_D
AY ..

22a. SIZTURE
23s. BURTAL, CREMATION, | 23b. DATE

MOVAL (Specify]
Burial. . 110/26/63

[23c- NAME OF CEMETERY OR CR&MAT_ORY

Garden Ci

tar Ga
“35. 1‘»!5 RECD. BY LOCAL REG.

23d. LOCATION (City, t1own, or county)

sdenFimrili ssourl ——
28, ‘EEGlsﬂt'A S SIGRATUR .

tate}

24, FUNERAL DIRECTOR 4 ~ ADDRESS

Atkinson-Dickey Garden Ci

ty, Mod OCA A6, /763

i ul  Braunm

(Licemed Embatmer‘s Staterment on Rémrw Side}

\J




STATEMENT. BY LICENSED EMBALMER

| hereby cen;tify' that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.
SR N - ' gbo’ .,@
Student__ : . ' -}

Signature ‘of Student Embalmer

-:\..'- - DR N w ) .. i N . " N _: .
- ' Llcensed Embalmer No ’ {E\J
P. O. Address %{/Z-v\.. 3%\

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by.a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

:
:




